Mr. BARWELL said it seemed to be one of the cases, of which he had seen a certain number of examples, of chronic, rather mild, non-malignant tuberculous laryngitis, which was almost on the border-line between lupus and tuberculosis of the larynx, affecting the epiglottis most extensively, and causing much less pain than the more acute forms of tuberculosis. It now seemed to be getting better. He was more inclined to use galvano-caustic puncture for that type of case than any other form of treatment.
Mr. TILLEY suggested that the free, diseased portion of the epiglottis should be amputated. It did not seem to be a healthy condition of things to leave there, and it would require many punctures with the galvano-cautery to make it heal and cicatrize, whereas in two sittings practically all of it could be removed and there should be very fair healing.
Dr. DONELAN, in reply, said that where the amount of tubercular tissue was limited, the question of the use of tuberculin arose. He had at first proposed to amputate the epiglottis, but he could not get the patient's consent. He would try again if he were convinced the active lower edge had not advanced too low. In that case he should prefer to use the cautery.
Case of Recurrent Occlusion of Naris.
By JAMES DONELAN, M.B. THE patient, a man, aged 26, had complete occlusion of the left nasal cavity from deflected septum, large bony spur and adhesions. These were removed and a fair passage formed, which, however, closed again. A second operation consisted in detaching the base of the bony and cartilaginous parts of the middle third of the septum by means of a special chisel, without disturbing the mucous membrane of the right side, and removal of all bony and synechial obstructions. The septum was maintained in the new position during healing. Though complete freedom was obtained on this occasion, synechia had again almost completed the occlusion. Suggestions as to further treatment were requested.
DISCUSSION.
Dr. H. J. DAVIS said he thought the obstruction was due to bowing of the septum. He did not suppose the patient had ever had a perfectly clear passage.
Mr. HERBERT TILLEY suggested that the adhesions towards the lower part of the septum on the left side should be divided and an ordinary submucous resection done on that side, going in on the right side, not on the left. The operator could dissect off that mucous membrane and get plenty of room, and then he did not think it would recur in its present condition.
Mr. HORSFORD asked whether Dr. Donelan had ever tried keeping the parts separate by such a simple device as a celluloid plate. He had found it to be very effective in such cases.
The PRESIDENT said he agreed with what Mr. Tilley said about submucous resection. He did not find patients tolerant of even such simple devices in the nose as celluloid plates, and he avoided them.
Dr. DONELAN, in reply, said a resection at first was impossible owing to the amount of bony obstruction that had to be cleared away. Though the patient was very plucky, even while the saw was being used, a general anesthetic had to be given, and the passage was cleared so that the operator's little finger, passed through the nostril, met the index of the other hand at the choana. So large a raw surface was left that submucous resection was then also impossible. For that reason he had moved the middle of the septum and used a splint, but as soon as the latter was removed cicatricial contraction closed the passage. He thought Mr. Tilley's suggestion a good one, and would endeavour to carry it out.
Chronic Suppuration in the Left Sphenoidal Sinus; Recovery.
By HERBERT TILLEY, F.R.C.S. F. L., A WOMAN, aged 27, first consulted me early in 1903 for chronic nasal catarrh and headache. The headaches were frequent and severe, and chiefly fell on the left occipital region and rather to the left of the vertex. Nasal examination showed an appearance somewhat similar to unilateral atrophic rhinitis, except that the crusts which collected in the upper and posterior region of the nose did not possess the characteristic smell. Irrigation of the sphenoidal sinus caused pain over the occiput, and pus could be blown out of the sinus when a cannula was inserted. May, 1903 : I opened the sinus, removing as much of the anterior wall as possible; the middle turbinal was also removed. The patient obtained great relief from her symptoms and disappeared from my clinic. She returned again last autumn with a recurrence of her old symptoms, in addition to much mnental depression. I readmitted her into the hospital, and again opened up the sinus, which was filled with pus. The
